In the early decades of the twentieth century a "midwife debate" took place in the Netherlands, in a series of discussions on what the future role of the midwife would be and what tasks she should be allowed to perform. The word "debate" is carefully chosen, for while the exchange became vigorous at times, it never reached the proportions of a "problem" or a "controversy". The Dutch were not concerned with such fundamental issues as registration and control of the profession which dominated the often heated disputes preceding the Midwives Acts of 1902 and 1936 in England.1 Such questions had largely been settled, at least on paper. The Dutch debate was in stark contrast to the American "midwife problem", with its sombre consequences for the midwife, the undermining of her economic and professional position, fierce attacks on her abilities, and pressure to oust her from obstetric work.2 The importance of the Dutch midwife and her place in obstetric practice as attendant at normal births were not questioned. However, many of the issues raised in the Netherlands dealt directly with the right of the midwife to perform certain obstetric procedures, the division of labour between general practitioners (artsen) and midwives, and potential earning power. The debate was of great significance in consolidating the midwife profession and for the future of obstetric care.
The involvement of national government with midwife issues began as early as 1818 when the midwife was included in legislation to license medical practitioners and define their tasks.3 Though limited by law in what she was permitted to do, supervised by medical committees, and unable to charge as much as doctors for her work, the Dutch midwife did not have to engage in battles to obtain recognition and licensing.4 During the 1820s six clinical schools (klinische scholen) were set up which offered midwife training, though only small numbers took advantage of this. In 1860 state examinations were instituted in response to anxiety about poor standards of obstetric attendance in the countryside. The first state school (Rijkskweekschool) for midwives opened its doors in Amsterdam in 1861, followed in 1882 by a second in Rotterdam. Groningen in the north offered training to a small number of midwife pupils under the auspices of the university medical faculty, and in 1913 a Catholic school opened in Heerlen in the south. Under the 1865 Health Act the midwife's right to act as attendant at normal births was confirmed but limited to this task alone.5 Midwives were not allowed to use instruments or to give medicines. The requirement that midwives summon a doctor in drawn-out and difficult cases was also reiterated in 1865. By the close of the nineteenth century a system of teaching, testing and licensing midwives was firmly in place, and the midwife was recognized as being a proper birth attendarit at normal deliveries. To all intents and purposes it looked as if some form of status quo had been established. 6 Participants in the Debate Yet it was at this point that the discussion on the midwife's place in providing obstetric care gained momentum. This essay will focus on this discussion, turning particularly to the debates in the (Centrale) Gezondheidsraad ((Central) Health Council, the Raad), the government's advisory body on health,7 where the main interested parties were able to air their opinions. The discussion concentrated on how the midwife's competence and tasks were to be defined and realized, and was to confirm her central role in Dutch obstetric care.
A variety of groups and individuals participated in this debate. Midwives took an active part through their own organizations, the Bond van Vrouwelijke Verloskundigen (Society of Dutch Midwives, the Bond) and the Roman Catholic sister societies.8 They stimulated much of the debate themselves through their petitions to government, and had much to say about midwife interests in their journal, the Tijdschrift voor Praktische Verloskunde (Journal of Practical Midwifery). A powerful lobby was built up supporting midwives' interests, a mixed bag of politicians, public health officials and doctors, including a number of leading obstetricians. There was limited scope for obtaining support from what was still a very small group of women doctors.9 Yet midwives did win the enthusiastic patronage of one of the most influential of this group, Catharine van Tussenbroek. The second woman to enter medical practice in the Netherlands and an eminent obstetrician and gynaecologist, van Tussenbroek proved to be a staunch supporter, angry at what she saw as the lack of credit and reward accorded to Dutch midwives, who were outstanding for their dedication and high standards. 10 Considerable social distance separated doctors and midwives, and it was only in the 1920s and 1930s, when the costs of training shot up and the status of midwifery as a fit profession for ladies began to be established, that the midwives' schQols began to attract girls from well-to-do families. At this point a few midwife leaders began to emerge, including the head midwives of the training schools and prominent Bond activists. By the early twentieth century the majority of Dutch midwives had a school training. Most were the daughters of tradesmen, farmers or craftsmen, a small number obtaining a grant from their province to attend the midwives schools, the remainder being supported by their families.11 Compared, for example, with England or the United States, where midwives were a highly diverse group professionally and socially, ranging from the formally trained, including their well-heeled leaders, to the local handywomen or "granny" midwives, there was more unity of background amongst Dutch midwives. This seems to have worked in their favour, and was paralleled by a strong unity of purpose.12
General practitioners had a large stake in the outcome of the midwife debate. Since 1865 their right to practise midwifery had been confirmed by law, and by the turn of the century they were delivering over one-third of Dutch of issues. Various items that might have been expected to feature on the agenda, given what is known of the English and American experiences, were not brought forward for discussion. There was no suggestion of eliminating the midwife, as in the United States. Nor was there talk of significantly reducing or changing her role. The only midwives depicted in sweeping terms as being incompetent, careless or stupid were the old village variety. But some commentators, including many general practitioners, recognized that such midwives still provided a service, given the lack of other alternatives, even if it was far from ideal. A sharp distinction was made between the school-trained midwife and the rest, and concern was expressed about uneven standards and the problem of attracting good candidates to the schools.18
Central to the debate was the question of how to deal with the increased and sometimes unfair competition of general practitioners, particularly the younger generation intent on elbowing in on family practice, and the destructive effect of this on midwives' work and earnings. This issue was raised not just by midwives but also by obstetricians wary of the scope of general practitioners' obstetric work. Midwives were also accused by some general practitioners and obstetricians of going beyond the role ascribed to them and "working beyond their abilities". The question of stepping up supervision and control was raised, but unlike in England in the run-up to the passing of the Midwives Acts, this related chiefly to the reporting of-difficult cases where midwives had gone beyond their legal competence, or to the possibility of adding more procedures to the midwives' limited armamentarium.
The potential for shifting the place of birth from the home to the hospital-which would have led to increased supervision of the midwife or a decline in her work-was seldom discussed. The situation in other countries, particularly the United States where birth was being rapidly re-routed to hospitals, was noted, but deemed irrelevant to Dutch circumstances.19 The normal locus of birth was the home, not the hospital. Some Dutch doctors were even arguing, at a time when only a few thousand women were giving birth in hospital each year, of the dangers inherent in bringing women with complications of pregnancy to clinics, especially from rural areas, which would mean forcing women to travel long distances to deliver their babies.20 There was a deeply-felt reluctance on the part of the town authorities, as much as doctors, midwives and mothers, to moving women out of their homes to give birth, no matter how poor they were. A statement made by Rotterdam town council in 1826 declared a sentiment which was still keenly felt a century later: "a maternity ward is absolutely contrary to our national character, and no woman, no matter how humble her descent, should be prepared to put up with a total 18 Europe.32 Although some commentators, such as van Tussenbroek, saw the midwife as a crucial factor in reducing death rates, the discussion turned less on what had been achieved at a national level than on the enormous regional differentials in maternal and infant death rates.
The rural and largely Catholic provinces in the south of the country offered up a deadly mixture to women in childbed and their infants, composed of poverty, poor housing, filth, and a shortage of maternity nurses and obstetric attendants, both midwives and doctors. From 1901 to 1905 one-fifth of the babies born in North Brabant failed to reach their first birthdays; at 183 per 1,000 live births, the rate in North Brabant was the highest in the country, with Limburg coming a close second with 173, compared with a national rate of 136 and 92 per 1,000 in the prosperous, urbanized area of South Holland.33 More stillborn babies were born in the two provinces than anywhere else in the country, a massive 13 per cent of the babies delivered by doctors in Limburg, 7 per cent in North Brabant in 1906, compared with a national rate of 5 per cent.34 Since the late nineteenth century, there had been a push, particularly from the region itself, to improve obstetric services and coverage in the south, in particular to attract well-trained midwives to poor rural areas.35 Coupled with this was the problem of unqualified practice, how to get rid, particularly in country areas, of the "dorps" (village) midwife, and her associates, the "bakers", unqualified maternity nurses, and grannies and neighbours, when there was no one with which to replace them.36 The proportion of births delivered by unqualified personnel was declining, but it was seen as a persistent problem for the authorities.37 At a time of rising concern about infant mortality, when 175-93. mothers and babies were being advocated, many mooted the recruitment of the midwife as a first-line defence in the campaign to reduce infant deaths.
The other question to be raised repeatedly throughout the midwife debate was how far the midwife's competence to perform obstetric procedures should be extended, if at all. It was a cornerstone of the discussions in the government's advisory council on health, the (Centrale) Gezondheidsraad. The law of 1865 had restricted midwives' use of medicines and instruments to administering catheters and enemas. By the early twentieth century, deeming the law irrelevant, midwives and their supporters were demanding the right to give injections and medicines to speed up the delivery and to expel the placenta, to intervene in cases of bleeding or spontaneous abortion, to stitch tears of the perineum, to use pain relief, and to apply forceps. Also discussed was the length of midwives' training, whether it should be altered, improved or added to, and to what extent learning should be matched to practice, for midwife pupils were schooled to a level which went far beyond what they were allowed to do in practice.38
The discussions had a wide significance. The issue of making the supervision of healthy infants the work of the midwife, for example, would extend the midwife's role far beyond attendance at normal births. It also raised important and emotive questions concerning the respective duties, accountability and pecking order of doctors, midwives and nurses. Many doctors vigorously opposed such a move, fearing that the midwife was not sufficiently trained to recognize illness in babies; many simply feared a loss of influence and income. Supporters of such an extension of the midwives' role argued that it would be no harder to teach midwives to recognize a sick infant than to detect abnormalities of pregnancy or childbirth; it was simply an natural extension of the work of midwives who had attended the mother, visited her after the birth, and who were familiar with the home situation.39 It was also suggested by some doctors that in regions where the midwife had difficulty supporting herself through midwifery work alone, adding the extra responsibility of infant care would enable midwives to generate enough income to survive in practice. So, the question of giving the midwife responsibility for infant welfare became closely linked to that of providing good obstetric coverage.
The tone of the midwives' debate was far milder in the Netherlands than elsewhere. Yet its implications should not be underestimated. Questions of competence linked up with questions relating to competition with doctors, choices for clients, and challenged the midwife's profile and raison d'etre. The midwife took risks in demanding more competence, for if she was to take on board new interventionalist techniques and new tasks, she could be accused of abandoning her role as "guardian" of, and specialist in, normal births. Midwives and their supporters expressed concern that they would lose out 38 The two year course was extended to three many pupils had to re-take a year, and in some years years in 1921, and, despite a massive extension in more than half the pupils failed the examination. the syllabus, remained fixed at three years until See, for the Rotterdam school, M J van Lieburg, 'De 1994 when an extra year was added. Pupils to the Rijkskweekschool voor Vroedvrouwen schools obtained an extensive grounding in anatomy, (1882-1926)', in Scholte, van Lieburg and physiology, special knowledge of the "female parts", Aalbersberg, op. cit., note 21 above, pp. 55-96. In theoretical and practical midwifery, and nursing. The England, by comparison, midwife training was textbooks, several of which were written by the doubled in length during the First World War from school directors, were demanding. The pupils, many three to six months, and for qualified nurses four with limited schooling, were also brought up to months. scratch in the three Rs. The drop out rate was high, 39 Nieuwe Rotterdamsche Courant, 3 Dec. 1920. to the doctor if not allowed to use techniques to reduce pain and speed delivery. At the same time, midwives also argued that an extension of their competence would ensure that deliveries remained as "normal" as possible, freeing them from having to call in a doctor to intervene, often at a critical and dangerous time, enabling them to do their job "fully" and "properly". The outcome for the women they attended and their babies would simply be better and safer.
The (Centrale) Gezondheidsraad as Forum In 1902 the Centrale Gezondheidsraad was set up to head and administer the public health inspectorate and to act as the government's advisory body on health. It is the Raad's advisory functions that are the concern of this essay. Made up of permanent members, representatives of professional groups and invited experts, the Raad was commissioned by the government to make recommendations on health matters as wide ranging as water purity, epidemic disease control and unqualified medical practice to the impact of seances, additive-free coffee and the heating of train compartments. The advice of the Raad was requested on many occasions. It produced reams of recommendations, not necessarily followed, but more than enough to make it a highly influential body.40 It was to be crucial to the midwife debate, the government turning to the Raad for advice on many questions connected to midwives' training and work. The government's decision to consult the Raad was often based on a letter or petition from a pressure group or individual, and the midwives, through their society, were regular petitioners. The referral of these petitions to the Raad is a measure of the seriousness with which midwives' grievances were taken, as well as the unwillingness of the Dutch government to act or intervene unsupported by expert opinion in health care matters.
The membership of the various committees set up to deal with midwives' issues under Raad auspices represented diverse and sometimes conflicting interests, which could be based on regional differences, particularly the north/south, Protestant/Catholic divide, or political divisions between liberals and conservatives. Its members consequently held a wide range of opinions on health matters, including the position of the midwife and her role in obstetric services. The experts who were co-opted on to Raad committees, either serving as full members or offering ad hoc advice, included the directors of the midwives' schools, the four professors of obstetrics and gynaecology, infant welfare campaigners, and representatives of professional organizations. By law the midwife was prohibited from carrying out these procedures, and Meurer's recommendations aroused the fury of de Snoo, who drew up a reply explaining in great detail why midwives' competence should not be extended. "Amice" Meurer was accused of going behind the backs of the other directors in making the Raad aware of his opinions. Nothing, de Snoo argued, had changed through the addition of an extra year's schooling; a midwife was a midwife, not a doctor, and should not carry out the doctor's work. On the question of pituitrin, de Snoo found it "in the hands of the doctor, who is in a rush, a dangerous thing and thus also in the hands of the midwife in general". De Snoo believed that all cases of thrombosis were caused by infection, and concluded that women with symptoms should be isolated; in the Rotterdam school the pupils were not allowed to come into contact with such patients. They went on to give a hypothetical case where a well-qualified midwife struggled for one or two days with a difficult, prolonged "normal", birth, yet one which, as the midwife was well aware, would require a forceps extraction. The midwife had to let the woman struggle on, in order that the cervix be properly dilated, and ready for the forceps to be applied. The 
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practitioner to deliver the woman, in scattered rural areas no easy matter. Not too early or the woman could be torn, but not too late or the mother or child could be in danger. If, argued the Bond spokeswomen, midwives could perform the procedure themselves it would save much uncertainty and result in a better outcome for mother and child. The skill lay not in performing a forceps extraction, but in deciding at which point this was necessary. After a woman had suffered many hours with the midwife in attendance, the doctor would arrive, "quickly apply the forceps and deliver the child inside a quarter of an hour". What, the midwives asked, would be made of this? Would the woman not believe that the midwife had tortured her unnecessarily for many hours-perhaps to try to save her reputation and her fee-while the doctor was her salvation? Could the woman be made to believe the midwife's account that all her pain had been a necessary preparation? Or would opinion turn against the midwife: "If only we had fetched the doctor; the woman is completely worn out; people choose a midwife because she is cheaper-but never again a midwife". This, the Bond spokeswomen argued, would carry the risk that in a similar situation the forceps would be applied too soon.56
The address added that because the midwife did nothing else beside attend deliveries and care for the newborn, she was far better equipped for midwifery than the doctor, who always carried the risk of infection with him. The midwife petitioners also grumbled about their incomes and unfair competition, but the thrust of their demand was for proper competence to carry out their work of attending "normal" deliveries.57 The Centrale Gezondheidsraad who had been brought in to respond to the midwives' address, simply referred back to the memorandum of 1905 which declared that it would be "dangerous" to extend midwives' competence.58 The committee set up by the Raad did not want to discuss the issues and simply dismissed the midwives' demands. Showing a distinct lack of originality, they advised the government to take more action against unqualified practice and urged midwives to work together in unions to raise their fees.59
Although midwives and general practitioners battling it out in the towns and villages. The answer to the midwives' problems turned not on the fact that general practitioners were there and practising midwifery, but on their entitlement to use procedures which were giving them the edge in attracting clients. The rules were to be changed, giving midwives the ability to join in a fair fight for clients. This change was no doubt related to the major shake up in the Raad following the Health Act of 1919, when it lost its executive powers. After 1920 the Raad's task became a purely advisory one. The staff of health inspectors and civil servants was replaced by a small core committee and a larger number of co-opted advisors, drawn from a wide range of backgrounds and professional groups. Paradoxically, this apparent loss of power served to strengthen the Raad. No longer combining advisory work with management, its function became clearly focused and the recommendations of its committees more independent. The Raad came under the energetic steermanship of N M Josephus Jitta, chairman from 1919 to 1940, and as such responsible for calling together the advisory committees.76 The Raad was requested to give advice on scientific matters, but also tackled many issues related to public health, social medicine, ethics and professional matters, with contagious disease prevention and medical practice predominating.77
The question as to whether the midwife's training equipped her to carry out certain obstetric procedures was discussed in great detail. In 1920 in one of the last acts of the old Centrale Gezondheidsraad, legal action was encouraged to improve the position of the midwife, "through a limited enlargement of her competence",78 in a vague document which, however, indicated that a turning point was being reached. In 1921 the period of training in the state schools was extended from two to three years, the last year to include more practical schooling and infant care. The Raad had first recommended this step in 1912. In 1924, on the advice of the Raad, a more fundamental change took place. It was ruled that the midwife was still to call for the help of a doctor in difficult cases, but, if none was available, then the midwife was allowed "to undertake artificial manoeuvres so long as no instruments were employed", and she was enabled to give specified medicines post-partum, including derivatives of ergot, to stop haemorrhaging after the delivery of the placenta.79
In 1930 there was a re-run of the scenarios of 1904 and 1910, when the Bond and the Roman Catholic midwives association petitioned the government to reconsider two articles of the Health Act of 1865 which prohibited midwives from using medicine during deliveries. Concern was expressed that the use, for example, of drugs to reduce the length of labour was going to lead more women to turn to doctors and to squeeze out the midwife. The Bond spokeswomen demanded the right to supervise pregnancy from thirtytwo weeks onwards, to give injections to stimulate contractions, and pituitrin to speed the delivery of the placenta. All this was necessary to prevent a decline in public faith in the midwife, so vital in providing "good midwifery help" for the population. Lastly, they demanded official recognition of the midwives' task in attending healthy babies.80 76 Rigter, op. cit., note 40 above, pp. 310-12.
Vergaderstukken van de Gezondheidsraad, 1920- Paralleling the steady extension of their competence since 1920, midwives also began to be seen increasingly in the light of agents in the campaign to reduce infant deaths and to care for mothers during pregnancy and post-natally. Twenty years into the Dutch infant welfare campaign, doctors and the staff of the infant welfare clinics (consultatiebureaus) were becoming increasingly aware that they were unable to reach all those who needed help, especially in rural districts.87 The issue of recruiting the midwife to the cause burst to prominence in the early 1920s, with a good deal of discussion taking place in the medical press and the Raad.88 The midwives' schools were already deeply involved in providing infant welfare clinics and mothercraft courses,89 and the discussion was partly stimulated by the plan of the Rotterdam midwives' school to attach a clinic to its premises. A few Raad members feared for the position of the general practitioner, but the majority, including the school directors, supported the extension of midwives' work to cover the care of healthy babies. The majority preferred the midwife above the "unknown" nurse; the minority wanted the nurse to attend infants, supervised by the doctor, rather than have the midwife act independently.90 It was also suggested that the functions of midwife and maternity nurse be combined, though there was concern about what this would mean for the standing of the midwife. One midwife to the village, but had great difficulty making a financially viable offer. Only by putting together a complicated package, with separate charges for maternity nursing, plus free insurance and bicycle, could the society's officers succeed in attracting Mej. Zeestraten to the position. Cornelia Huyboom, a midwife working in North Holland in the 1930s described how, with few deliveries to keep her busy, she organized an antenatal clinic in her own home, investing in equipment to measure blood pressure and scales. Those who preferred it were visited at home. Because there was no infant clinic in the district, she was often called upon to give advice on feeding.93 In 1946, Theresia van Krieken, who practised in Helmond, reported that in the previous year she had delivered 80 women. She anticipated having more midwifery work in the current year, but "to fill my days I do some nursing here and there as well, which is not unpleasant work".94
Conclusion New rulings could not eliminate the yawning gap between Raad discussions and legislation and the reality of midwives' practices. As the pages of the midwives' journal testify, the midwife faced enormous problems keeping within the letter of the law, as she waited for the doctor to arrive. Time and again the anxieties of midwives are recorded, when the woman they had delivered needed stitches, or when called to cases of threatened miscarriage but legally not being able to intervene.95 Yet this gap was narrowing with the passing of legislation, a steady extension of midwives' competence, and in terms of the ways they were being perceived as agents of public health. Many wanted a broader role for the midwife in offering maternity care. In 1930 the Bond spokeswomen emphasized that the "time lies far behind us, when obstetric help began at the same time as the birth and ended when this was completed".96 One year later, Dr Meuleman of the Heerlen school, concluded that the work of the midwife had changed significantly since the beginning of the century. "The midwife's work is, after all, nowadays no longer complete with the taking on and supervision of a delivery . . . There also rests on her a heavy social task", which included antenatal care, watching for abnormalities of pregnancy, and striving to improve standards of hygiene among the families she attended.97
The law of 1932 by no means marks the end of the story. By 1940 midwives were once more pushing for a further extension of their competence. In 1941 overwhelming support was accorded to the midwife, when the Ziekenfondsen (health insurance societies) gave midwives a monopoly over normal obstetrics.98 Though the debate continued, just as the legislation of 1818 and 1865 ensured midwives' right to work as normal birth attendants, it appears that the first three decades of this century, which saw a peak in the discussion of the midwife's tasks, were crucial to ensuring her survival under changing practice conditions. These conclusions beg the question as to why the Dutch midwife fared so well when during the same period her counterparts in other countries were being eliminated, were loosing status, clients and income, or ranging from the accepting to the enthusiastic, also seems to have been a crucial factor in determining the midwives' well-being, as was the very low level of institutional obstetrics, with the Netherlands missing out on the rapid growth in hospital deliveries between 1900 and the 1930s. Many medical practitioners made it their mission to improve obstetric care and reduce maternal and infant mortality, with the midwife as the pivotal point of the services. A steady rise in school-trained midwives and ever-improving standards, midwives' own campaigning activities, and the levelling off of competition between general practitioners and midwives, also colluded in securing the midwife's position.
Of the greatest importance was the growing realization that the midwife needed to tack the extra elements of maternity nursing and infant hygiene to her obstetric work to make her practice viable. The claim that there is, and always has been, a rigid division between nursing and midwifery in the Netherlands is in this sense a myth. 106 In the early twentieth century many women held both nursing and midwifery diplomas, and most midwives would include, at the very least, a little maternity nursing and infant care in their practices. At the same time, it was realized that as the face of obstetrics was changing with the adoption of new techniques and medicines, the midwife's competence had to be extended to give her the potential to survive. The definition of the midwives' work in "normal" cases of childbirth was throughout the discussions a sliding one. Above all, the debate in the Raad shows the complexity of the issues affecting obstetric practice in the early twentieth century, and the divisions within many interest groups. In the Dutch case, this was much more than general practitioners moving in on midwifery work, obstetricians keen to monopolize, and midwives losing out in the face of increased "medicalization". The midwife was able to keep to her main task of providing attendance in normal childbirth, but at the same time was able and keen to adapt to the changing face of midwifery work. 106 This conclusion has been based on the fact that nurses and midwives received and still receive a distinct training, but the realities of practice earlier this century have not been examined. See, for example, the conclusion of Beatrijs Smulders and Astrid Limburg, 'Obstetrics and midwifery in the Netherlands', in S Kitzinger (ed.), The midwife challenge, London, Pandora Press, 1988, pp.
233-47, on pp. 237-8: 'The midwife is no nurse'. Nanny Wiegman, who is working on the history of nurse training and practice during the late nineteenth and early twentieth centuries in the Netherlands has observed that many women entering nurse training also held midwife diplomas. Personal communication with Nanny Wiegman, August 1994.
